INTRODUCTION
There have been recognised increases in the production, affordability and consumption of medicines globally for many years, 1 reflecting a market of several hundreds of billions of pounds. In England, for example, the total volume of medicine taken across England has grown with the total number of medicines prescribed by general practitioners (GPs) tripling in the 15 years up to 2010. 2 This growth has occurred during a period of rising life expectancy, quality of life and better healthcare.
Over-the-counter (ie, non-prescribed and not funded by the state) medicines represent the other key supply route, and this also represents a significant market, with over 900 million packs being supplied in the UK in 2011.
3 Indeed, the cost of medicines has been the subject of increasing attention, where it represents a key burden in healthcare systems like the National Health System (NHS) in the UK. Over-the-counter medicine use has been argued to represent a potential saving by reducing NHS spending by shifting the financial burden to individuals. 4 However, the approach also follows a wider NHS strategy to enhance patient's empowerment through promoting self-medication contrary to other European nations. [5] [6] [7] Previous research into predictors of medicine usage has focused on demographic Strengths and limitations of this study ▪ We address a dearth of evidence on socioeconomic differences in terms of prescribed and over-the-counter (non-prescribed) medication usage (disaggregated by medicine type) using a large secondary data set. ▪ Our data are self-reported and may be subject to bias suggesting the need for objective data. ▪ Our analysis is only cross-sectional and extending this investigation longitudinally will be necessary for assessing the importance of our results.
factors, particularly age and gender. Prescribed medication usage has been shown to increase with age due to the association between ill health and age, [8] [9] [10] [11] although childhood and adolescence also represent important focal points of research. 12 13 In contrast, over-the-counter medicine usage decreases with age. 9 11 14 Differences in terms of gender have also been explored extensively, with women consistently found to use greater prescribed and over-the-counter medicines. 9-11 14-16 Women are more health conscious than men, and have greater interactions with healthcare systems, which might explain these differences. 17 There has also been some investigation of gender inequity in medication usage in low-income and medium-income countries. 17 18 There have been fewer studies that have explored the influence of social determinants on medicine usage, particularly for over-the-counter medicines. This is despite a more extensive literature on social inequalities in health, health-related behaviours and health service usage. 19 Inconsistent findings have been reported for patterns by prescribed medicines usage, although this appears dependent on the policy context. 9-12 15 20 21 The association for over-the-counter medicine usage appears clearer, with greater usage among individuals of higher social standing. 9 11 14 21 However, there has been less investigation of the social determinants of over-the-counter medicine due to a lack of available data. Understanding differences in medicine usage is important in explaining the existence of social inequalities in health.
There has been less investigation of population-level associations within the UK, with most of the evidence base conducted in the USA. This has been due to a lack of available data, particularly for over-the-counter medicines which represent important areas due to their potential benefits (saving GP time and NHS costs) and problems (medicine interactions, side effects, misuse and abuse 22 ). Data sources often contain small sample sizes, restricting the generalisability of findings. While the Health Survey of England is the largest national survey on health behaviours in England, it only contains information on prescribed medicines. 23 There has also been a concentration of research exploring the uptake of cardiovascular medicine, 24 25 ignoring potential variations in other types of medicines.
Our study aims to understand how prescribed and over-the-counter medicine patterns vary by demographic, social and health characteristics within a large population cohort. We also disaggregate our analyses by medicine type.
METHODS

Data
Data were taken from the first wave (2010-2012) of the Yorkshire Health Study (formerly the South Yorkshire Cohort), a longitudinal observational survey. 26 The first wave contained information on 27 806 individuals aged 16 and over that consisted of the South Yorkshire region of England. Data were self-reported by individuals. Records with missing medicine data were dropped, leaving a total analytical sample of 18 272.
Individuals were asked to record any medicines they were currently taking, including whether it was prescribed or not. The data were then grouped into 14 categories (linked to the British National Formulary (BNF)), loosely based on the area and organ system of the body being targeted by the medicine (table 1) . This grouping system was selected to minimise overlap between categories and follows previous research. 8 Names of groups follow the BNF other than 'Malignant disease' medication which we refer to as 'chemotherapy/immunosuppressant' as it is a more useful descriptor. We separated oral contraceptives and diabetes medicine from other endocrine system agents. Oral contraceptives were considered separately to be able to explore gender variations in endocrine system medicine usage. 16 Diabetes medicines were also separated due to their high prevalence and relative importance in public health decision-making.
Demographic factors included in our analysis were age, gender and ethnicity since variations in medicine use with respect to these factors have been previously demonstrated. 9 10 14 27 Age was measured as a continuous variable (in years) and gender was measured as a binary variable (male or female). Ethnicity was dichotomised into White or Caucasian. We did not disaggregate the Caucasian category further due to the lack of heterogeneity in the sample (ie, 5.9% of the sample were Caucasian).
Education was the only social measure included. Education has been used as a proxy for socioeconomic status in previous research of medicine usage, 10 11 20 21 since a higher level of education allows individuals to access better employment opportunities and therefore maximise their socioeconomic status. 28 29 Education also captures human capital which may influence health-related behaviours through greater cognitive ability to engage with health promotion resources. Education was defined using the following groups (European Qualifications Framework (EQF) level provided); 'no formal education' (EQF level 1), 'secondary level of education' (GCSE (General Certificate of Secondary Education) level or equivalent; EQF level 2-3), 'postsecondary level' (A-level or equivalent; EQF level 4) and 'degree level or higher' (EQF level 5+).
Heath-related behaviours were captured using body weight, smoking, alcohol and physical activity behaviours. Body mass index (BMI) was used as a measure of relative body weight since it has been shown to be positively associated with medicine usage. 30 BMI is calculated by dividing an individual's weight (kg) by their height squared (m 2 ). Smoking status, alcohol consumption and physical activity level were all included since they are important predictors of health. [31] [32] [33] [34] [35] [36] [37] Smoking status refers to whether an individual currently smokes or not. Alcohol consumption was measured as the number of units of alcohol consumed per week. Physical activity was measured using two variables: level of walking and level of physical exercise (eg, sport, gym). Each measure was categorised as: 'none', '<1 hour', '1-3 hours' or '>3 hours' per week.
We also examined the role of 12 chronic health conditions. Individuals reported whether they had any of the following long-standing conditions or disabilities; fatigue, pain, insomnia, anxiety, depression, diabetes, breathing problems (eg, chronic bronchitis), high blood pressure, heart disease, osteoarthritis, stroke or cancer. These were each individually included as explanatory variables.
Each GP practice was included as a separate variable in the analysis in order to account for differences in prescribing patterns between surgeries (results not reported due to the large number of surgeries). 20 
Statistical analysis
The prevalence of each medicine category was reported and weighted using sample weights. Weighting was necessary because the Yorkshire Health Study contains some bias since it is over-representative of the elderly, females and individuals from affluent areas. 26 Weighting allowed us to correct for known bias (sample weights were not used in the regression models). Analysis of medicine usage was conducted using total medicines split by prescription status. Medicine data were considered to have a Poisson distribution; however, variances were greater than mean values. To account for the overdispersion, negative binomial regression models were used to analyse medicine usage. Incident rate ratios (IRR) and their 95% CIs were reported. All explanatory variables were included in each multivariate model. GP practice could not be included as a random effect in the model since it resulted in the model becoming unstable and unable to converge. The analysis was also repeated for individual medicine categories to explore differences between them. Only the most prevalent medicine types (a sample size >10%; table 1) were selected to avoid small sample size issues. All analyses were undertaken using STATA/SE V.13.0. Table 1 presents a summary of self-reported medicines taken split by category and gender. A greater proportion of women (62.2%) were found to be taking any category of medicine in comparison to men (49.3%). However, there was little difference in the mean number of any medicine category taken. Cardiovascular system medicines were the most common medicine taken, with gastrointestinal system, CNS (central nervous system), CNS pain and dietary supplements also commonly used. There was little difference in the mean number of medicines taken split by category or gender. The majority of medicines taken were prescribed; however, the proportion prescribed varied by category. Dietary supplements were the only category with greater over-the-counter medicines than prescribed medicines. Table 2 presents the results from the regression models exploring the association of our variables to the number of prescribed and over-the-counter medicines taken. Age was positively associated with greater prescribed and over-the-counter medicine usage. Women were more likely to take prescribed and over-the-counter medicines. Although individuals from ethnic minority groups were less likely to use prescribed medicine than White individuals, there were no differences for over-the-counter medicine. BMI was positively associated with the number of prescribed medicines but unrelated to over-the-counter medicine.
RESULTS
The chronic illness and health conditions variables were consistently positively associated with greater prescribed medicines taken, with only insomnia having no significant relationship. Diabetes, breathing problems, high blood pressure and heart disease had stronger associations than anxiety, stroke and fatigue. Negative Table 2 Results from negative binomial regression models analysing the associated factors of medicine usage, split by medicine type (n=18 272) associations were found for the relationships between over-the-counter medicine use and diabetes, high blood pressure, stroke and heart disease. Pain and osteoarthritis were significantly and positively associated with prescribed and over-the-counter medicine use. Consumption of alcohol was negatively associated with the number of prescribed medicines taken, but smoking was associated with increased number of prescribed medicines. For over-the-counter medicine, there was no significant association for alcohol, whereas the relationship for smoking was reversed. Walking was not associated with prescribed medicine, but positively associated with over-the-counter medicine. Physical exercise followed a similar pattern to walking for over-the-counter medicines, but the relationship reversed for prescribed medicine. Higher education levels were each negatively associated with total prescribed medicine (in comparison to the 'no qualification' category), although the strength of each association was weak. This contrasted with over-the-counter medicine, where education was positively associated with the use of over-the-counter medicines.
Tables 3 and 4 present the results of the negative binomial regression for prescribed and over-the-counter medicines, respectively. There were fewer significant associations; however, the results mostly followed the findings from table 2, particularly for age, gender and education. We observed some large effect sizes for some chronic health conditions to prescribed medicines associated with treating the condition (eg, cardiovascular system medicine and individuals reporting high blood pressure (IRR=4.205, 95% CIs 3.995 to 4.425)). These associations were not always immediately obvious, with depression strongly associated with CNS medicine (IRR=4.210, 95% CIs 3.770 to 4.700) and fatigue associated with dietary supplements (IRR=2.273, 95% CIs 1.877 to 2.752). Similar associations were not observed for chronic health conditions and over-the-counter medicines, although chronic pain was significantly positively associated with each medicine type apart from cardiovascular medicine. Some chronic health conditions were also negatively associated with medicine usage (eg, diabetes and gastrointestinal system medicine; IRR=0.327, 95% CIs 0.142 to 0.752).
DISCUSSION
This study has demonstrated variations by demographic, social and health factors in prescribed and over-the-counter medicine usage within a large cohort. Prescribed medicine usage was associated with the presence of chronic health conditions and poor health-related behaviours. Taking over-the-counter medicine was associated with higher levels of education, and positive health behaviours. Gender was also important for the purchasing of both medicine type, although the effect size was larger for over-the-counter medicines.
The patterns were fairly consistent when analysing by medicine type.
The main strength of the study is it addresses the dearth of evidence of social and demographic patterns in medicine usage at the population level, particularly for over-the-counter medicines. There are several limitations to our study. The analysis is cross-sectional and therefore cannot demonstrate causality. Future waves of the Yorkshire Health Study will allow the findings to be tested longitudinally, helping to strengthen conclusions and recommendations. 26 Data collected in the Yorkshire Health Study were self-reported and this may lead to bias in estimates. For example, recall bias may lead to under-reporting of medications, particularly for over-the-counter medications which are taken sporadically or not always thought of as medicines (eg, vitamins). Medicine dosage was not measured in the data limiting our comparison of medicines. The categories used to group together medicines may also hide variations in patterns, particularly where medications may be used for different purposes, despite operating at the same organ system/area of the body. Finally, we only use one measure of socioeconomic status (education) and extending our analyses to additional measures such as income or occupation will help to improve our understanding socioeconomic behaviours in medicine usage.
While individuals of high education took fewer medications compared with individuals with no qualifications (table 2), the effect size was only small and medicine usage was influenced more strongly by health status and age. In contrast, a distinct social gradient in over-the-counter medicine usage was observed. These findings support similar results found in other countries. 11 21 Individuals of high education are associated with better employment prospects and higher incomes, and hence they will be in a better position to absorb the financial burden associated with purchasing additional medicines, particularly if it allows them to avoid long waiting times to see their GP. 9 11 21 Education also incorporates an individual's ability to cognitively understand the potential benefits of over-the-counter medicines, as well as effectively communicate health information to clinicians. 38 Alternative explanations for the role of education may include: differences in compliance to treatment, inequalities in access to pharmacies and variations in self-treatment behaviours. 10 11 Evaluating the contribution of these potential pathways is important for future research to be able to address social inequalities in health behaviours.
The relationships for physical exercise, walking and smoking may also be explained similarly to that of the cognitive role of education. Individuals who exercise regularly or do not smoke have been shown to have greater health consciousness. 39 40 Health consciousness may be captured through these variables in our analysis and it may be that these types of individuals also try to maximise their health using over-the-counter medicines. Given the association between high education and positive health-related behaviours throughout the literature, 19 the role played by cognition appears important. This is contrary to the relationships with prescribed medicine where physical exercise is protective to health [35] [36] [37] and smoking damaging, 31 33 34 independently influencing the need for prescribed medicine. However, the results for alcohol consumption only followed this pattern for prescribed medicine.
Individuals who were Caucasian were found to be less likely to take prescribed medicines (but not over-the-counter medicines). Our results support evidence from the USA which has found similar associations of lower medicine usage among Caucasian individuals. 14 41 However, there is little understanding of why this association exists and therefore, further research should explore possible explanations, including social factors, access to healthcare or cultural factors. Addressing inequalities in healthcare usage by ethnicity will be important, given that most medicines are only available through prescriptions in the UK.
In summary, we find differences in prescribed and over-the-counter medicine usage by demographic, social and health characteristics. Education was an important factor in explaining variations in over-the-counter usage. With the NHS moving towards greater self-medication (to empower patients and reduce costs), such an approach may have important implications for social inequalities in health and health-related behaviours.
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